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mental, or psychosocial status (that is, 8
deterioration in health, mental, or psychosocial
status in sither life-threatening condltions or
“clinical complications),
| (C) A need to alter treatment significantly (that is,
aneed to discontinue an existing form of
treatment due ta adverse consequences, or {o
'commence a new form of treatment), ar
(D) A degision to transfer or discharge the
resident from the facllity as specified in
§483 15(c)(1)(11).

all pertinent information spacified in §483.16(c)(?
'is available and provided upon request to the
physician.
(iif) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

' (i) When making notification under paragraph (g) ,
' (14)(i) of this section, the facility must ensure that

Administrator or designae will do weekly
audits/observations x 4 weeks for any
abuse allegations to ensure notlfication to
families was made. The Adminlstrator or
designee will then do monthly audits x 2
months. The results from the audits will
be presented to the QAP committee for
further review, Any further (ssues or
concerns will be addressed by tha QAP
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F580 — Notify of Changes
A Complalnt investigation was conducted for 1. Corrective Action: Policy reviewed and
complaint # TNOOO55826 on 12/7/2021 at Quality ;zvlsleq‘ as needed by the -
Center for Rehabilitation and Healing, LLC. The | Administrator/designee, Staff was
complaint was not substantiated, however related - '”Ser‘;'ced by Administrator/designee with
deficiencies were cited under 42 CFR Part 483.10 ;‘fga‘”" s to policy related to Notifications to
Requirements for Long Tetrn Care Facilities, : . I;”’ t;“-} _
F 580 Notify of Changes (Injury/Decline/Room, ete.) F 580 - toeb"e 3}’{:& Zg_"ﬂ; r'—‘lzlde:t§ wntlh p;oltentlal
§8=D CFR(s); 483.10(g)(14)(i)-(iv)(15 ‘ : Resldents involved In
(s) (@)(14)(D-(iv)(18) sbuse allegations have the potential t be
§483.10(g)(14) Notificatlon of Changes. 5 ,a\;f:::sd' S _
() A facility must immediately infarm the resident; " e b °rdvs,‘e"“° Changes: Staff In
_ consult with the resident's physician; and notify, Ty B l"c\’ ministrator/designee on
. consistent with his or her authority, the resident i $h ;\"' ated to Notifications to familles.
representativa(s) when there is- f dministrator/designee reviewed the
- (A) An aceldent invelving the resident which Eg ;Z:'fllzh " Chgnses warranted. Stand
reaults in Injury and has the potential for requiring ng 2genda item adlded to review
physician Intervention; 2ny abuse allegations received for
- (B) A significant change in the resident's physical, . natifiFatian to families made.
) 4. How corrective action will be monitered:

TITLE () UATE

RORATQ IRECTOR'S OR PROVIDER/SWPPLIER REPRESENTATIVE'S SIGNATURE '
. AL [ £ [ Aol 9035~
*) denotes a deflclency which the [nstitutlon may be excused from correcting providing it is determined that

Any deficiency statement anding with an aatarlsk (
othar safeguards provide sufficlent protection to tho patients, (See instructions.) Except for nursing homes, the findings statad above ara disclosable 80 daye

following tha date of survey whather or not a plan of correction s provided. For nureing homes, the above findings and plans of correction are disclosable 14
days following the date these documants are made avallable to the facility, If deficlancies sre cited, an approved plam of correction Is requisite to continued

program paricipation,
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' (A) Achange in room of roommate assignment
as specified in §483,10(e)(B); or
(B) A change in resident rights under Federal or
State law or regulatians as specified in paragraph
(e)(10) of thls section,
(iv) The facility must record and periodically '
update the address (mailing and emall) and ?
! phone number of the resident \
! represantative(s),

§483,10(g)(15) ! .
' Admisslon to a composite distinct part. A facility '
that Is a composite distinct part (as defined in _
§483 5) must disclose in its admission agresment ‘
. its physical configuration, Including the various
' Jocations that comprise the compostte distinet |
part, and must specify the pelicies that apply to i
room changes betwaen its different locations .
L under §483.15(c)(9) i
This REQUIREMENT is not met as evidenced ‘ |1
by
. Based on facllity policy, record review, '
observation and interviews, the facllily failed to
notlfy the famlly regarding an incident of alleged
abuse for 1 (#1) of 3 sampled rasidents.

Review of the facillty's undated policy titled,
"abuse Reporting', revaaled, *...The facility will
not condone resident abuse by anyone, including
stafl members, other residents, consultants,
volunteers and staff of other agencles serving the |
resident, resident representative, family |
members, lagal guardians, spensors, friends, or
other individuals., The facility adheres to the
reporting stipulations put forth in the Elder Justice
Act...All personnel including volunteers are
| required to immediately report any incident or
i suspected incident of resident abuse, neglect,
exploitation . and risappropriatian of resident
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property, and suspected incidents of resident to

. resident abuse...Should an alleged/suspectad

| viotation or substantial incldent of mistreatment,

- neglect, explaitation, injurles af an unknown

' source or abuse...be reported, the facility

| administrator/designee will promptly notify the

| following persons or agencies...of such incident

| as required by state regulation. The state
licensing/cartification agency responsible for
surveying/licensing the facility, Resident's

"1 was admittad to the facility on 3/20/2021 with

| diagnoses which included Unspecified Dementia
without Behavioral Disturbance, Morbid Obesity,
Type 2 Diabetes, Unspecified Psychasis and

. Dysphagia.

- Review of the Quarterly Minimum Data Set

(MDS) assessment dated 11/12/2021, revesled,

. Resident #1 had a Briaf Interview for Mantal

, Status score of 3. She required extensive assist
for bed mobility, dressing and eating. She was

totally dependent on staff for transfer, locomotion
on and off unit, tolleting, personal hygiene and

' bathing. She was nated that ambulation did not

“oceur. She was always incontinent of both bowel

. and hladder,

' Observation and Interview of Resident #1 on

1' with clean neat appaarance and rio signs of

| wetness or odors noted, Resident reported that
she feels pretly good. She stated that her family

_is gone all the time since they married and left.

| She reported that she got cleaned up this

| morning. She aiso stated that if her medicine
tastes good, she takes it, She stated sometimes

representative...Resident's attending physician.." |

. Review of the madical record revealed Resident #

1 12/07/2021 at 12:30 PM, revealed resident in bed

|
|

EORM CMS-2667(02-99) Previous Veralons Obsolats

Event [O; EHTNT

Facllity ID; TNS60S It continuation sheet Page 3 of 4



pls 212022 11:29 515443667

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PAGE ©5/06

PRINTED: 01/13/2022
FORM APPROVED
. OMBNGQ. 0928 0381

l SITATEMENT OF DEFICIENCIES (XN PROVIDERISUPFLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) ESIAE::[‘S&JTR&/SY
| AND PULAN OF CORRECTION IDENTIFICATION NUMRER: A BULDNG
| ’ c
s5158 lowno, .o | a20TON
“JANE OF PROVIDER OR SUPPLIER I STREET ADDRESS, CITY. STATE. ZIF CODE
. 432 BADDOUR PARKWAY
QUALITY CENTER FOR REMABILITATION AND HEALING LLC LEBANON, TN 37087
( - SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTICN _ (X5
éﬁg#& . (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE | couPLEron
thG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-nermegggg‘gg g\r(i)a APPRQPRIATE ~
' F 530

F 580 | Continued From page 3
she spits it out because it doesn't taste good. She
stated that she doesn't have any pain and that
. she is just tired.

: During a phone Interview an 12/07/2021 at 3.57
PN, family member of Resident #1 stated that

. she was not notified of the Incident that wag
investigated by the facility and reported In the

_complaint.

. During an interview on 12/7/2021 at 4.20 PM, the

| administrator conflrmad that the family of
Resident #1 was not made aware of the Incident

, as reported in the Facility Reported Investigation,
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